Oral and genital ulcers are the main diagnostic and classification criteria for Behcet's disease under the ICBD classification with scores of 2 each while the skin, eye, positive pathergy and vascular lesions each have a score of 1. A score of 3 suggests the diagnosis. Lesions of the vagina or cervix are uncommon in Behc¸et's but recognised. Male patients often have scrotal and penile shaft involvement. As the treatment of Behc¸et's disease involves the use of immunosuppressant drugs, the exclusion of a neoplastic process presenting with multisystem involvement is essential. Key learning points: Behc¸et's disease should always be considered in the differential diagnosis of a cervical mass once other common causes including malignancy and infection have been excluded. This should be consideredespecially in the background of amulti-systemicillness. As a rheumatologist, dealing with a broad range of systemic illnesses, vasculitis can present in varying and sometimes atypical ways. This can be compounded by the unusual presentation of some cases. One must bear in mind too however that some medical conditions presenting initially with rheumatological symptoms and in fact may be paraneoplastic manifestations of an underlying malignancy. Therefore having a broad differential diagnosis is essential to ensure early diagnosis of other potentially fatal diseases.
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A REFERRED CASE OF PROBABLE PMR WITH A DIFFERENT OUTCOME
Asif Nawaz 1 , Yamin Rashid 1 , and Julie Barber 1 1 Rheumatology, Withybush General Hospital, Haverfordwest, United Kingdom Introduction: This is the case of a 67-year-old woman who presented to the rheumatology clinic with suspected diagnosis of polymyalgia rheumatica on prednisolone with complaints of flu-like illness, muscle aches and occasionally low-grade fever. Initial investigation showed anaemia with a significantly raised CRP and ESR. Further investigation revealed a different outcome. Case description: A 67-year-old woman presented to the rheumatology clinic with the suspected diagnosis of polymyalgia rheumatica with prednisolone commencedinprimary care. Three months before, shepresented in primary care with a flu-like illness, muscle aches and occasionally low-grade fever. On investigation, she was found to have anaemia (Hb 92 gm/dl with MCV of 109 femtoliters per cell) with a significantly raised ESR of 123 mm/hr and CRP of 258 mg/L. Initially, there was a history of mild weight loss which she attributed to her diet and subsequently, sheregained weight. Her symptoms were not typical of PMR and upon further questioning, she complained of shortness of breath on inclines. She denied any symptoms of dizziness or any symptoms suggestive of embolic manifestation. Her previous medical history includes hypertension and hyperlipidemia for which she was on bendroflumethiazide and statins which were stopped in primary care three months back. Her blood pressure in the clinic was 156/77mmHg with a pulse of 82 beats per minute. There was no clubbing or any signs suggestive of polymyalgia rheumatica or any other connective tissue disease. On auscultationof heart, the first heart sound was loud and the chest was clear. Abdominal and neurological examination was unremarkable. Restof investigations including urea and electrolytes, liver function test, ANA, anti ENA, Complement C3 &C4, immunoglobulins, creatine kinase, ferritin and thyroid function tests were unremarkable. An echocardiogram was requested as workup of unexplained raised inflammatory markers and non-resolving symptoms which showed a large echogenic mass in the left atrium attached to atrial septum and prolapsing through the mitral valve into the left ventricle, suggestive of left atrial myxoma. She was referred to cardiothoracic surgeons for resection. Her aches and pains subsided and she is doing very well after surgery. Discussion: Myxomas account for 40-50% of primary cardiac tumours. 75-85% occur in the left atrial cavity and up to 25% in the right atrium. Symptoms range from nonspecific and constitutional to sudden cardiac death. In 20% of cases, atrial myxoma may be asymptomatic and reported asanincidental finding. Otherreportedsymptomsareexertional dyspnoea (75%) which may get worse leading to pulmonary oedema. Other symptoms maybe duetoobstructionofmitral valveleading to dizziness (20%), Symptoms of right heart failure, embolization to the central nervoussystemand retinal artery involvement maylead toblindness,coronary artery disease, and PE. Constitutional symptoms include fever, weight loss, arthralgias, and Raynaud's phenomenon and are observed in 50% of patients, 15% of the atrial myxoma patients present with hemoptysis which may bedue toan infraction orpulmonary oedema. Laboratory studies include raised inflammatory markers including ESR and CRP, leukocytosis and anaemia. Transesophageal echocardiography has better specificity and 100% sensitivity compared to transthoracic echocardiography. Histologic studies demonstrate the presence of lipidic cells embedded in a vascular myxoid stroma. Other investigation modalities include MRI, CT, and nuclearimaging. Conventional treatment of atrial myxoma is surgical removal by median sternotomy. Mini thoracotomy with robotically assisted surgery has been reported, resulting in a shorter length of hospital stay, and it is considered a safe and feasible method for atrial myxoma excision. The investigators did not observe any difference in the quality of life between the two strategies. A case report of total endoscopic robotic resection of a left atrial myxoma in an elderly patient with persistent left superior vena cava also demonstrated the good outcome. No recurrence of myxoma was observed during the 2-year follow-up period if resected completely. Key learning points: Polymyalgia rheumatica, raised inflammatory markers, malignancy,atrial myxoma, large vesselvasculitis. Conflicts of interest: The authors have declared no conflicts of interest.
ALL HEADACHES ARE NOT GCA
Nibha Jain 1 , and Arumugam Moorthy 2 1 Rheumatology, University Hospital Leicester, Leicester, United Kingdom Introduction: Vasculitis is a heterogeneous group of autoimmune disorders having multisystem involvement. In many cases, the neurological disorders have an atypical clinical course or even an early onset, and the healthcareprofessionals should beawareof them. Case description: We report a case of 57-year-old Asian male without any significant past medical history admitted under the urology department. He had presented with abdominal pain and fever and was being treated for presumptive pyelonephritis (on antibiotics). He was referred to rheumatology when he developed severe unilateral headache on right side with significant scalp tenderness. Headache involved temporal and fronto-parietal-occipital area with no jaw claudication or any significant visual disturbance. There was no limb claudication or polymyalgia symptoms. On examination he had new onset hypertension (BP:174/ 94mmHg), rest of the systemic examination was normal with no bruit. Musculoskeletal and skin examination was normal. Investigations included CRP of 204, hemoglobin 133, white cell count 15.2(neutrophils: 12.06),creatinine118(eGFR59).Liverfunction:normal. Urine dip: Normal and blood/urine culture: negative. Immunological profile and viral screen was negative. Urgent CT head was done for severe headachewhichwas normal. Patient was referred to rheumatology with provisional diagnosis of giant cell arteritis due to headache and raised inflammatory markers. On reviewing his CT abdomen, the renal parenchyma showed symmetrical well demarcated bilateral involvement which was more in favor of renal infarct rather than pyelonephritis. CT angiography of abdomen was requested whichshowedmultiplevesselinvolvement includingmesentericarteryand bilateralrenalarterieswithbeadedappearanceandstenosis. MR angiogram showed 6mm aneurysm of PICA with stenosis of P1 segment of PCA. Currently he is being screened for ADA2 deficiency. During his stay his renal function deteriorated, not responding previously to antibiotics.
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